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Oncology nurses provide care to patients and their families during difficult times in their 
lives.  Nurses often form close bonds with their patients and go through the emotional struggles 
with them.  These relationships put oncology nurses at risk of experiencing compassion fatigue 
during their careers which can have serious consequences. Nurse stress, compassion fatigue, and 
burnout can lead to high turnover rates and decreased continuity of care for patients.  The current 
training of oncology nurses does not include any basis of psychosocial awareness, knowledge, or 
skills to facilitate emotional coping (Wentzel & Brysiewicz, 2017).  Resources for dealing with 
compassion fatigue, burnout, and stress are critical.  There is a clear demand for healthcare 
organizations to implement programs to prepare their nurses to recognize, prevent, and manage 
compassion fatigue (Potter et al., 2013). 
It is concerning that there currently is no formal compassion fatigue education offered to 
oncology nurses here at Duke Cancer Center.  In order to help prevent compassion fatigue, 
decrease stress levels, and decrease burnout there is a need for a formal course offered to nurses. 
Studies have supported the use of mindfulness-based interventions in the reduction of oncology 
nurse stress, burnout, and compassion fatigue.  Therefore, it is recommended that nurse 
administrators implement a mindfulness-based course that will be required for new staff 
members and strongly encouraged for current staff.  The course will be offered twice a year and 
will be run by oncology clinical educators.  The clinical educators will provide additional 
education on compassion fatigue and the available resources to manage it via email and staff 
meetings throughout the year as a way to reach all staff members.  The estimated cost for one of 
these six-week courses is $7,235.  However, this will decrease to $5,948 once the oncology 
clinical educators become certified in mindfulness-based stress reduction.  The average cost of 
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replacing a qualified nurse is $48,000 (Kurnat-Thoma et al., 2017).  If this course helps to retain 
even one nurse a year it will be worth the cost of the course.  
1. Rationale for the Project 
Compassion fatigue is prominent among oncology nursing.  It has been reported that 37% 
of oncology nurses experience compassion fatigue symptoms, and 44% of inpatient oncology 
nurses experience burnout (Finley & Sheppard, 2016).  These nurses need to have resources 
available to them in order to combat compassion fatigue.  Without appropriate resources 
hospitals will have to manage high rates of turnover and nurses deciding to leave the profession 
entirely.  This would be costly for hospitals and impact patient care.  Many hospitals lack 
adequate compassion fatigue interventions for their oncology nurses.  As much as 47% of 
oncology nurses lack coping skills training, and up to 17% have no available resources on site 
for their mental support (Finley & Sheppard, 2016).  Compassion fatigue interventions are 
necessary to ensure the health of nurses and to promote staff retention.  Hospital administration 
must shift their focus to determine the best ways to support their staff and the management of 
their compassion fatigue, burnout, and stress.  
1.1 Project Goals 
 Due to COVID-19 and the increasing cases in North Carolina I was unable to implement 
my project and instead completed a benchmark project.  The goal of this benchmark study is to 
create awareness of the need for a mindfulness-based compassion fatigue course for oncology 
nurses and to develop a structured course that will be required for new hires and strongly 
encouraged for current staff members.  A lack of knowledge and skill for how to handle 
compassion fatigue is one of the largest issues facing oncology nurses.  This mindfulness-based 
compassion fatigue course will provide nurses with the tools to deal with the difficult emotions 
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they face.  Nurses may not be struggling with compassion fatigue currently, but it is incredibly 
likely that they will at some point in their careers and it is important that they have the tools for 
when they do.  The staff will also receive compassion fatigue education via email and in their 
monthly staff meetings.  This will serve as a reminder for staff of the techniques for managing 
compassion fatigue, burnout, and stress, as well as a reminder of available resources and how to 
access them.   
 The goal of this program is to develop a structured compassion fatigue course for 
oncology nurses that will help to reduce stress, burnout, and compassion fatigue.  This will in 
turn reduce the long-lasting impact of compassion fatigue, reduce nurse turnover, and improve 
continuity of care for patients.  
2. Literature Discussion  
A literature review was performed, and many articles analyzed the importance of 
compassion fatigue interventions being made available to oncology nurses.  The articles 
discussed the significance of compassion fatigue and how it impacted oncology nurses.  
Wu, Singh-Carlson, Odell, Reynolds, & Su (2016) examined the differences in 
compassion fatigue, burnout, and compassion satisfaction between oncology nurses in the U.S. 
and Canada. Compassion fatigue was significant when nurses felt they had to sacrifice their 
personal needs to satisfy their patients’ needs, but this could be buffered if nurses felt that the 
workplace had a cohesive team environment.  These findings showed the value of strong 
leadership and a healthy work environment in the prevention of compassion fatigue.  
Interventions to prevent compassion fatigue could also be more beneficial for new nurses and 
those with a history of depression as they are at a greater risk.   
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Fukumori, Miyazaki, Takaba, Taniguchi, and Asai (2018) described the cognitive 
reactions of nurses exposed to cancer patient’s experiences to the onset of compassion fatigue.  
The authors found that nurses experienced conflict between their beliefs and the reality.  Some of 
the nurses desired to avoid their duties.  This information could contribute to understanding the 
development of compassion fatigue in oncology nurses.  
Woonhwa and Kiser-Larson (2016) identified stressful factors for outpatient oncology 
nurses.  Over half of these nurses reported being moderately stressed. Part of this study used 
open-ended questions to collect data about what resources nurses wanted to help with their work 
stress. The two most requested resources were related to appropriate staffing and management 
support. Listening to staff requests would increase nurse satisfaction and improve retention. 
Wahlberg, Nirenberg, and Capezuti (2016) analyzed inpatient oncology nursing distress 
and coping methods.  Survey results showed high levels of distress, and open-ended questions 
identified common stressors. Nurses stated that increased staffing and training, management 
support, and debriefing or counseling would help with their stress levels.  Nurses reported job 
demand, unsupportive organizations, and patient death as the hardest factors to cope with.  This 
information would be useful for nurse administrators developing resources to address these 
specific stressors and offer support. 
Wentzel and Brysiewicz’s (2017) systematic review looked at thirty-one studies 
examining compassion fatigue in oncology nurses.  Many of the studies needed management’s 
support of an intervention to be successful.  Most of the studies resulted in reduced burnout, 
compassion fatigue, and turnover of staff, and this had a positive impact on patient care.  This 
review showed the importance of manager support of their staff members in the reduction of 
compassion fatigue; without their backing interventions were often unsuccessful. 
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Zajac, Moran, and Groh (2016) executed a quality improvement project to support their 
staff after a patient death in an effort to decrease compassion fatigue and increase patient 
satisfaction. They began holding debriefings guided by a trained staff member after a patient 
death. Compassion fatigue decreased, and compassion satisfaction was significantly higher in 
those who attended the debriefings.  Patient satisfaction scores also increased.  The staff had an 
interest in grief support and found this intervention led by a trained staff member to be helpful.   
Anderson and Gustavson (2016) utilized volunteer knitting instructors to teach oncology 
nurses how to knit.  Nurses would knit in groups after stressful situations, during breaks, or 
during lunch during a six-week period.  There was a significant reduction in burnout scores after 
the intervention, and nurses felt it was a positive experience.  This group intervention enabled 
staff to feel that they were not alone with their emotions and that they were supported by their 
coworkers. 
Potter and others (2013) held a five-week compassion fatigue resiliency program.  The 
program provided education about factors that lead to compassion fatigue and the effects of 
chronic stress.  The nurses were provided with interventions that encouraged self-regulation and 
self-care.  Secondary traumatization scores decreased, and Impact of Event Scale-Revised scores 
improved significantly.  Nurse avoidance decreased, and enjoyment increased.  Staff also felt 
like they were not alone in their feelings.  This study showed the importance of administrators 
assessing the vulnerability of their staff, and the need to provide appropriate interventions for 
their compassion fatigue. 
Pfaff, Freeman-Gibb, Patrick, DiBiase, and Moretti (2017) conducted a six-week 
compassion fatigue resiliency program and found a significant reduction in staff stress.  Hospital 
leaders must foster a culture that values collaboration and prioritizes the emotional wellbeing of 
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their staff, as this has been connected to reduced stress and increased job satisfaction. 
Management support of compassion fatigue courses has been just as critical as providing the 
courses to staff.   
Yilmaz, Ustun, and Gunusen (2018) conducted a five-week nurse-led course on 
professional quality of life and post-traumatic growth to help oncology nurses cope.  This course 
resulted in a significant improvement in all three of the Professional Quality of Life sub-scales: 
compassion fatigue, burnout, and compassion satisfaction. This study showed that nurse-led 
courses are an effective way to reduce compassion fatigue.  
Moody and others (2013) explored the effectiveness of a mindfulness-based course in 
decreasing burnout among pediatric oncology staff.  Almost all of the participants had signs of 
burnout before the intervention.  Participation in this eight-week course did not result in 
significant changes in their burnout or perceived stress scores, but qualitative analysis of the 
journals the staff kept during the course revealed reduced stress, improved inner peace, 
compassion, increased self-awareness, and less somatic symptoms.   
Duarte and Pinto-Gouveia (2016) implemented a six-week mindfulness-based 
intervention.  This group intervention was created to help staff become more aware of their 
thoughts and emotions, and to then provide staff with healthier ways of responding to stress.  The 
results of the study found significant differences in compassion fatigue between the intervention 
and comparison groups.  Additionally, 80.4% of the mindfulness intervention group felt that their 
relationship with their thoughts and emotional states changed for the better.  This study showed 
that training can be used for the improvement of oncology nurses’ quality of life by providing 
resources to deal with the difficult emotions often endured.  The intervention group had a 
decrease in experiential avoidance and an increase in self-compassion; this would promote staff 
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retention and decrease the burnout of nurses.  Mindfulness-based interventions are a valuable 
tool for the improvement of oncology nurse compassion fatigue, burnout, and stress levels. 
3. Project Stakeholders 
Project stakeholders include hospital administrators, managers, oncology clinical 
educators, oncology nurses, and patients.  Hospital administrators would be more likely to 
support an intervention that has evidence supporting that it can reduce oncology nurse stressors 
and nurse turnover.  It would be very important to have the support of nursing and management 
in order for the course to have the most success.  Managers would need to promote the course to 
their staff members and work with staff to coordinate their schedules so they can attend the 
course.  Clinical educators will be leading the course.  They will also be including compassion 
fatigue information in staff meetings and sending educational emails with stress reduction 
techniques and resources to staff.  This project creates the opportunity for leadership to become 
involved and show their support of their staff members.  Showing staff that they are not alone 
with these feelings and that their managers are there to help them was one of the most requested 
resources in previous studies and is essential to creating a healthy work environment.  In most 
organizations, leadership recognizes the value in caring for their staff and would be interested in 
such an intervention.  They would value an intervention that retains their nurses and promotes 
continuity of care for their patients.  It is important to work closely with oncology unit leadership 
for this project. 
4. Proposed Outcomes 
Duarte and Pinto-Gouveia (2016) examined the effectiveness of a mindfulness-based 
course.  The intervention was a six-week mindfulness-based group intervention.  Sessions 
focused on mindfulness of breath, body, emotions, and thoughts, as well as loving-kindness and 
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interpersonal relationships.  The results of the study found significant differences in compassion 
fatigue between the intervention and comparison groups. My intervention will be based on this 
study.  My proposed intervention is a six-week course that will be led by the oncology clinical 
educator. It will be required for all of the newly hired nurses and will be strongly encouraged for 
the current nursing staff.  This intervention was based on the principles of Kabat-Zinn’s 
Mindfulness-Based Stress Reduction. In each weekly session, a main theme will be reviewed and 
different exercises will be utilized (Duarte & Pinto-Gouveia, 2016).  Weekly education will also 
be provided, and reminders will be sent out to staff via e-mail and through monthly staff 
meetings.  The outcomes of the program include: 1. Describe compassion fatigue and its signs; 2. 
Describe the impact of compassion fatigue, burnout, and stress; 3. Provide education on available 
resources; 4. Provide mindfulness-based course; 5. Evaluate the success of the course and 
education provided.  
5. Evaluation Design 
This program will be evaluated using the Professional Quality of Life Scale version 5 
(ProQOL).  This will be administered to the staff the week before the start of the mindfulness-
based course to get baseline data.  The six-week intervention will be made available to the staff, 
and then the ProQOL will be administered to those who participated in the intervention during 
the two weeks after the course ends (Appendix A).  A survey will also be administered to those 
who participated to obtain staff opinions regarding the intervention (Appendix B).  The next step 
will be to calculate the results of the surveys.  The intervention will be considered a success if 
there is an improvement in any of the ProQOL sub-scale scores or if greater than 50% of the 
participant surveys indicate that staff were able to make positive changes in the way that they 
handle stressful emotions due to the program.  The ProQOL score is calculated in three 
ONCOLOGY NURSE COMPASSION FATIGUE 
 
11 
categories: compassion satisfaction, burnout, and secondary traumatic stress.  Each category 
score is classified as low, medium, or high based on points (Appendix C).  The percentage of 
staff scoring low, medium, or high in each category will be calculated before and after the 
intervention.  The intervention will be considered a success if there is any reduction in the 
percentage of those scoring medium or high levels of burnout and secondary traumatic stress.  It 
will also be considered a success if there is an increase in the percentage of those scoring 
medium or high levels of compassion satisfaction.  
6. Timetable/Flowchart 
This benchmark study will be presented to management with the following plan for 
implementation.  During week one I will meet with management and explain the need for a 
mindfulness-based intervention citing evidence from previous studies.  I will provide them with 
information on mindfulness-based courses and the plan for an oncology clinical educator who 
has mindfulness-based certification to lead the course.   
During weeks two and three, once management is amenable to the intervention, the next 
step is to advertise the intervention to the staff via e-mail, staff meetings, and signs posted 
around staff breakrooms. It is also time to gather the necessary resources to implement the 
mindfulness-based course.  During week four the clinical educator will administer the ProQOL 
to the staff. 
 From week five through week ten the six-week intervention will be made available to 
staff.  The intervention will be based on the one used in the mindfulness-based intervention used 
by Duarte and Pinto-Gouveia (2016).  This intervention was based on the principles of Kabat-
Zinn’s Mindfulness-Based Stress Reduction; main themes were taught, and different exercises 
were used in each weekly session (Duarte & Pinto-Gouveia, 2016).  See the weekly breakdown 
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Overview of the Mindfulness-Based Intervention. Reprinted from “Effectiveness of a mindfulness-based intervention on oncology nurses’ 
burnout and compassion fatigue symptoms: A non-randomized study,” by J. Duarte and J. Pinto-Gouveia, 2016, International Journal of Nursing 
Studies, 64, p. 100. 
 
 During weeks eleven and twelve the clinical educator will administer the ProQOL to 
those who participated in the intervention.  A survey will also be administered to obtain staff 
opinions regarding the intervention and what else they would find useful or what changes they 
would have made. The clinical educator will evaluate the results and then the findings will be 
communicated (See mindfulness-based intervention flowchart below).  
 
 



























Identify management preferences and staff 
needs. 
Is compassion fatigue 
management a priority? 
Yes 
Consider other causes 
of staff burnout, stress, 
and turnover 
Share findings with administration. 
Is there support for an 
MBI? 
Yes No Conduct more 
research. Pilot MBI 
 
Phase 1 (Week 1): 
 
Obtain approval 
Find course leaders 
Create course schedule 
 





Gather resources for 
MBI. 
 













emailed to staff. 
Phase 5 (Weeks 11-12): 
 
Administer ProQOL and survey to those who 
participated. 
Assess responses and evaluate data. 
Communicate findings  
No 
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7. Data Collection Methods 
Data collection for this benchmark study was created by reviewing the collection 
processes of previous studies that implemented a compassion fatigue change project.  If this 
project is approved, then the collection of data and evaluation of the project will be based on 
ProQOL scores and participation survey results.  Clinical educators will review the evaluations 
and the results. The results will be made available to management and administration.  
8. Discussion of Evaluation 
There is not an official evaluation of this study at this current time.  However, there is a 
plan for evaluation.  In order for this project to be successful there will need to be significant 
reduction in stress level, burnout, and compassion fatigue of the oncology nurses that 
participated in the intervention.  This will be measured with the ProQOL data gathered before 
and after the intervention.  It will be considered a success if there is an improvement in any of 
the ProQOL sub-scale scores.  The project could also be considered a success if at least 50% of 
the nurses felt that the intervention was helpful in their post-intervention survey.  Data regarding 
oncology nurse turnover rates and patient satisfaction scores would also indicate if the change 
impacted the organization over time.  
9. Costs/Benefits 
 This course consists of six two-hour group sessions.  The supplies for the course are 
minimal and would average about $200 for items such as paper, pens, folders, and the CD with 
guided mediation exercises for the entire course.  Snacks will be offered to participants, and this 
will cost about $100 per day.  The clinical nurse educator will become certified in mindfulness-
based stress reduction.  This course will certify the educator to facilitate the mindfulness-based 
course, and this certification costs $567.  This course will take about 20 hours of work and the 
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Duke clinical educators make about $36/hour.  The total cost of the clinical educator’s time to 
become certified in mindfulness-based stress reduction will be $1,287.  The cost of the clinical 
educator’s salary to lead the 12-hour course for staff is $652, and this includes one hour of 
preparatory time before each session.  The plan is for 15 nurses to participate in the pilot study.  
The average clinical nurse makes $25/hour.  Their salaries for 12 hours will cost $4,500.  The 
total cost would be $7,135. 
 The benefit of the program greatly outweighs the cost.  Nurse turnover is incredibly 
expensive for hospitals and being able to improve turnover rates would be greatly valued by 
administrators.  The average cost of replacing a qualified nurse is $48,000 (Kurnat-Thoma et al., 
2017).  This cost takes into account the cost of training and the cost of replacing staff.  New-hire 
losses can be even costlier.  These losses worsen the workloads of the other staff and can drive 
tenured staff to retire sooner.  Frequent orientation of new staff and working short staffed when 
replacements are not found impacts morale and staff satisfaction (Kurnat-Thoma et al., 2017). 
The cost of implementing this mindfulness-based course is insignificant when compared to how 
much money it will save the organization over time.  
Conclusions/Recommendations 
Oncology nurse stress levels, burnout, compassion fatigue, and retention are serious 
issues facing healthcare organizations today.  It would be incredibly valuable for administration 
to implement interventions to reduce these issues among their staff.  The goal of this project is to 
address these issues by implementing a mindfulness-based course for oncology nurses. 
Effectiveness of the change will be measured using the ProQOL scale and survey responses.  The 
current practice includes no formal compassion fatigue education or training.  Staff members are 
often unaware of any available resources until their symptoms become unmanageable.  It is 
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recommended that oncology nurse managers offer this course twice a year to their staff and make 
it a requirement for all of the newly hired nurses. Oncology nurses provide some of the most 
valuable care to patients. It is critical that interventions are implemented to protect these nurses 
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Professional Quality of Life Scale (ProQOL) 
Compassion Satisfaction and Compassion Fatigue (ProQOL) Version 5 (2009)  
When you [help] people you have direct contact with their lives. As you may have found, your 
compassion for those you [help] can affect you in positive and negative ways. Below are some 
questions about your experiences, both positive and negative, as a [helper]. Consider each of the 
following questions about you and your current work situation. Select the number that honestly 
reflects how frequently you experienced these things in the last 30 days.  
1=Never     2=Rarely     3=Sometimes    4=Often   5=Very often 
1. I am happy.  
2. I am preoccupied with more than one person I [help].  
3. I get satisfaction from being able to [help] people.  
4. I feel connected to others.  
5. I jump or am startled by unexpected sounds.  
6. I feel invigorated after working with those I [help].  
7. I find it difficult to separate my personal life from my life as a [helper].  
8. I am not as productive at work because I am losing sleep over traumatic experiences of a 
person I [help].  
9. I think that I might have been affected by the traumatic stress of those I [help].  
10. I feel trapped by my job as a [helper].  
11. Because of my [helping], I have felt "on edge" about various things.  
12. I like my work as a [helper].  
13. I feel depressed because of the traumatic experiences of the people I [help].  
14. I feel as though I am experiencing the trauma of someone I have [helped].  
15. I have beliefs that sustain me.  
16. I am pleased with how I am able to keep up with [helping] techniques and protocols.  
17. I am the person I always wanted to be.  
18. My work makes me feel satisfied.  
19. I feel worn out because of my work as a [helper].  
20. I have happy thoughts and feelings about those I [help] and how I could help them.  
21. I feel overwhelmed because my case [work] load seems endless.  
22. I believe I can make a difference through my work.  
23. I avoid certain activities or situations because they remind me of frightening experiences 
of the people I [help].  
24. I am proud of what I can do to [help].  
25. As a result of my [helping], I have intrusive, frightening thoughts.  
26. I feel "bogged down" by the system.  
27. I have thoughts that I am a "success" as a [helper].  
28. I can't recall important parts of my work with trauma victims.  
29. I am a very caring person.  
30. I am happy that I chose to do this work.  




Mindfulness-Based Intervention Participant Survey: 
Answer the following yes or no questions: 
1. This course provided me with tools that I will use to combat compassion fatigue. 
2. This course has allowed me to feel greater control over my emotions. 
3. This course was made easily accessible to me. 
4. I read and utilized the education that was sent via email. 
5. I have changed the way I respond to stressful situations after completing this course.  
6. This course enabled me to make a lifestyle change for the better. 
Answer the following open-ended questions: 
1. How could this course be improved? 
2. What other compassion fatigue resources would you be interested in?  
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Appendix D: Evaluation Table 
Evaluation Table Template 
 
PICOT Question:  In oncology nurses (P) how does using available compassion fatigue interventions (I) compared to not using 
available compassion fatigue interventions (C) affect staff stress levels, burnout, compassion fatigue, and retention (O) over the 
course of a three-month period (T)? 
 
 
PICOT Question Type (Circle): Intervention   Etiology    Diagnosis or Diagnostic Test    Prognosis/Prediction   Meaning 
 
Caveats  
1) The only studies you should put in these tables are the ones that you know answer your question after you have done rapid 
critical appraisal (i.e., the keeper studies) 
2) u 
3) Use abbreviations & create a legend for readers & yourself 
4) Keep your descriptions brief – there should be NO complete sentences 
5) This evaluation is for the purpose of knowing your studies to synthesize. 
 
Place your APA Reference here (Use correct APA reference format including the hanging indentation):  
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Strength of the Evidence (i.e., level of evidence 





















DV = ) 
What  scales 

















(i.e., all stats 
do not need 
to be put 
into the 
table) 
Statistical findings or 
qualitative findings (i.e., 
for every statistical test 
you have in the data 
analysis column, you 
should have a finding) 
• Strengths and limitations  of the study 
• Risk or harm if study intervention or 
findings implemented 
• Feasibility of use in your practice  
• Remember: level of evidence (See Melnyk 
& Finout-Overholt, pp. 32-33) + quality of 
evidence = strength of evidence & confidence 
to act 
• Use  the USPSTF grading schema 
http://www.ahrq.gov/clinic/3rduspstf/ratings.h
tm  
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p= 0.006, 95% CI: 
0.19, 1.09) 
-Strengths: selection process 
summarized, minimal risk, used 
standardized scale to measure 
CF, BO, STS 
-Limitations: small sample size, 
self-selected participants, time 
demands, those most affected 
by CF may not have participated  
-Feasibility: Need program 
leaders who are trained in CF 
prevention and resiliency 
-Level of evidence: VI 
-Risk of harm: minimal 
-USPSFT grade: N/A 
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more likely to 
experience 

















-FT significant at 
p<0.05: 26yrs+ of 
nursing had low 
STS risk, those 
with HA average 
or high STS. Staff 
working together 
high CS. 
-Strengths: no att., no risk of 
harm, selection process 
summarized 
-Limitations: fewer Canadian 
responses compared to U.S., 
convenience sample, smaller 
sample size 
-Feasible to apply to practice. 
Supportive work environments 
result in high CSC, and 
decreased BO and CF. Team 
based environment improves 
the quality of care received. 
-Level of evidence: level VI 
-USPSFT Grade: N/A 
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-12 articles used 







-3 studies showed 
decreased 
anxiety and stress 








reported RNs felt 
they were better 
able to offer 
emotional 
support. 
-Strengths: Range of INT, 
clinically driven INT tailored to 
meet nurses’ preference. 
Majority of studies used 
standardized scales to measure 
CF. Article selection process 
summarized, inclusion criteria 
provided. 
-Limitations: Mostly voluntary 
participation in studies, small 
sample sizes, time demands, 
hard to get time off. Some 
studies had brief evaluations. 
Few INT applied for a long 
period of time. Confounding 
variables at facilities: turnover, 
RN health. Not all studies clearly 
distinguished between BO and 
CF.  
-Feasibility varied between 
interventions. Most studies 
needed management to support 
group meetings. 
-Risk of harm: none 
-Level of evidence: V 
-USPSTF Grade: N/A 
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“skill of nurse” 
significantly 
higher (p= 0.007). 
 
-Strengths: selection process 
summarized, compared CS and 
CF of RNs accounting for yrs of 
experience, high response rate, 
results similar to those 
produced by other studies.  
-Limitations: participants not 
matched at data collection 
points, number of deaths was 
variable, small sample, 
debriefing varied in time and by 
facilitator,  
-Risk of harm: minimal 
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for death rate. 
-Feasibility: need trained 
management to lead debriefing, 
takes only a few minutes to hold 
between shifts. 
-Level of evidence: VI 




































































































between Ex and 





-Strengths: selection process 
summarized, results produced 
were similar to other studies, 
homogenous sample, studied 
the effectiveness of a short MBI 
on site, low att. 
-Limitations: small sample size, 
non-randomization, not many 
males, lack of long-term follow-
up, relied on self-reported 
measures. 
Risk of harm: minimal 
-Feasibility: Need someone with 
MBI training to lead the 6 
sessions  
Appendix D: Continued 





























for BO, & 
















decrease in avo 




-Level of evidence: III 







































































-Strengths: Selection process 
summarized, no att., open 
ended questions allowed for 
staff to identify resources they 
wanted 
-Limitations: small sample size, 
no males, relied on self-reported 
measures. 
-Risk of harm: minimal 
-Feasibility: Depends on facility, 
leaders should be able to 
identify resources for staff at 
any location.  
Level of evidence: VI 
-USPSTF grade: N/A 
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levels of 8.06. 
Considered 
intense. 
-Strengths: selection process 
summarized, no att., open 
ended questions 
-Limitations: Nurses from similar 
location, most highly educated 
-Risk of harm: None 
-Feasibility: Survey can be 
completed at any location to 
help identify what staff would 
like for support. 
-Level of evidence: VI 
-USPSTF grade: N/A 
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-STS decreased as 
well 
-Strengths: no att., open ended 
questions showed staff 
approval, selection process 
summarized 
-Limitations: Small sample size, 
difficult to provide to night shift 
RNs, convenience sample, no 
control sample 
-Risk of harm: None 
-Feasibility: Project Knitwell is 
volunteer based. Could also be 
implemented if other RNs knew 
how to knit on the floor. 
-Level of evidence: VI 































































rate and Kappa 
coefficient 
determined by 2 
independent 
raters were 92% 
and 0.74 
-Strengths: no att., independent 
raters, open ended questions, 
summarized data analysis 
-Limitations: Small sample, 
participants decided if they had 
CF, did not control time elapsed 
from CF and interview. 
-Risk of harm: None 
-Feasibility: Need qualitative 
data analysts  
-Level of evidence: III 
-USPSTF: N/A 
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Average scores of 
perceived 
stresses were >1 
standard 
deviation higher 
at both points 
when compared 
to U.S. average. 
-Strengths: Randomly assigned 
groups, included qualitative data 
from journal entries, samples 
from two different hospitals 
-Limitations: Small sample size, 
short duration of study, lack of 
blinding, primarily female 
-Risk of harm: None 
-Feasibility: Need trained staff to 
administer MBI. 
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-Nearly 100% of 
participants had 
high levels of BO.  
 
-Level of evidence: I 





































































-The mean SRS 
score indicated 











stress at the end 
of the program 
(t=3.5; p=0.005). 
-Strengths: Included qualitative 
data analyzed by trained 
professionals, data collected 
throughout the study, 
qualitative and quantitative data 
analyzed separately.  
-Limitations: Small sample size, 
short duration of study, lack of 
blinding, primarily female 
-Risk of harm: Risk of bringing 
up distressing feelings, but EAP 
available to staff. 
-Feasibility: Need someone to 
be trained in CF resiliency and 
lead the program. Need for 
trained staff to lead group 
discussions and interviews.  
-Level of evidence: VI 
-USPSTF: N/A 
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between pre and 
post int for all 
ProQOL subscales 






between pre and 





-Strengths: Few studies evaluate 
ProQOL and PTGI, no att., 
selection process summarized 
-Limitations: Small sample size, 
RNs knew the purpose of the 
program, researcher was the 
practitioner of the program 
-Risk of harm: None 
-Feasibility: Highly feasible, led 
by RN 








BDI-Beck depression inventory 
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CESDS-Center for epidemiological studies depression scale 
CF-Compassion fatigue 
CIS-Changed interpersonal relationships 
CPL: Changed philosophy of life 
CPS-Changed perception of self 
CS-Compassion satisfaction 
CSE- coping self-efficacy 








HGRC-Hogan grief reaction checklist 
ICS-Index of clinical stress scale 
IES-R- Impact of Event Scale-Revised 
INT-Intervention 
ISS-Inventory of social support  
MBI-Mindfulness-based intervention 
MBIHSS- Maslach Burnout Inventory- Human Services Survey  
Quant.- Quantitative 
NCSQ-Nurses coping with stress questionnaire 
NDT-Nurse distress thermometer 
NJSS- Nursing Job Satisfaction scale 
Non-ex- Non-experimental group 
NSS-Nurses stress scale  
OCN-Oncology certified nurse 
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OCSE-N-Occupational coping self-efficacy questionnaire for nurse 
Onc-Oncology 
ProQOL-Professional quality of life scale 
Per S-Personal stressors 
PS-Patient satisfaction 
PSQI-Pittsburgh sleep quality index 
PSS-Perceived stress scale 
PTGI-Post-traumatic growth inventory 
RMA- repeated-measures analysis 
RN-Registered nurse 
RRS- Ruminative responses scale 
SCS- Self-compassion scale 
SD-Standard deviation 
SRPS-Self-reported practice scale 
SRS-Silencing response scale 
SSAC-Stress self-assessment checklist  
STS-Secondary traumatic stress 
SWL- Satisfaction with life scale 
Yrs-Years 
WE-Work environment 
WCI-Ways of coping inventory  
5F- The five facets of mindfulness questionnaire 
***Prompts for each column – please do not repeat the headings, just provide the data                                                                                   
Used with permission, © 2007 Fineout-Overholt.  
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